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AbsTrACT
This essay focuses on sensory aspects of care in 
situations surrounding defecation in hospitals and 
other care institutions. Sensory activity does not merely 
encompass pleasant experiences that enhance healing 
and well- being. Anthropologists—and other disciplines 
as well—have paid little attention to unpleasant and 
disgusting experiences that our senses meet and that 
may rather increase pain and suffering in the context 
of care. Our essay therefore reflects on a common but 
highly uncomfortable aspect of being a—sometimes 
bedridden—patient: defecation. The sensory effects 
of human defecation are well known. They affect at 
least four of the five traditional senses. But equally 
repulsive are the social and emotional effects that 
defecation in a hospital context has on both patients 
and professional and other care providers. The essay is 
based on anthropological observations and the authors’ 
personal experiences in Bangladesh, Ghana and the 
Netherlands and covers a wide variety of cultural and 
politicoeconomic conditions. It further draws on (scarce) 
scientific publications as well as on fictional sources. 
Extensive quotations from these various sources are 
presented to convey the lived sensorial experience of 
disgust and overcoming disgust more directly to the 
reader.
InTroduCTIon
This essay evolved from a paper presented at a 
conference on the ‘Aesthetics of healing: Working 
with the senses in therapeutic contexts’ which was 
held at the University of Münster, Germany in May 
2019. Our intention was to draw attention to the 
unaesthetic sensory aspects of care and thereby to 
counterbalance the somewhat idyllic assumptions in 
the conference theme. The subtitle ‘Working with 
the senses’ was thus changed to ‘Fighting with the 
senses’.
The senses received relatively little attention 
during the early beginnings of medical anthropology, 
but this should not be interpreted as a sign of a lack 
of awareness of their presence in human behav-
iour, particularly in settings of sickness, suffering, 
healing and care. No one will in earnest deny or 
depreciate the huge impact of sensorial experi-
ence on our lives and on experiences of illness and 
suffering in particular.1 2 Grasping sensorial modal-
ities in words and arguments, however, proved a 
huge challenge to anthropologists struggling with 
the ‘mindful body’, which delayed theoretical and 
methodological analysis of their observations.
In this essay we will skip a discussion of the 
long process of growing anthropological attention 
for and exploration of sensorial perception and 
its accompanying emotions. Instead we will move 
straight to one particular emotion that involves a 
wide array of sensory modules and reactions, the 
five conventional senses in Western psychology, 
as well as the 10 or more that have been reported 
in observations in other cultures.3 This emotion is 
disgust.
There is no rigid methodology for this essay as 
may be required in medical or sociological studies. 
Part of the data are based on anthropological partic-
ipant observation in Ghana and Bangladesh about 
which the authors have published before. Part 
also derive from self- reflective introspection and 
the authors’ personal experiences in Bangladesh, 
Ghana and the Netherlands. We further draw on 
scientific publications by other authors as well as 
fictional sources. Finally, some descriptions were 
taken from narratives by friends and colleagues in 
informal conversations. They approved of quoting 
their experiences anonymously. Nijhof ’s communi-
cation has not been anonymised with his permis-
sion. He had before written about his use of stoma 
material in his autobiographic essay Sickness Work.4
dIsgusT: A negATIve emoTIon
The intensity of disgust that takes possession of 
the entire body and causes uncontrollable corpo-
real reactions such as extreme facial expressions 
and visceral nausea has long fascinated students 
from various disciplines. The search for the ulti-
mate disgust sensation has produced a large variety 
of different—sometimes conflicting, sometimes 
complementary—hypotheses.
In 1927, Aurel Kolnai, an Austrian philosopher 
and phenomenologist, produced one of the first 
scholarly studies of disgust, which was republished 
in English in 2004 with an introduction by Carolyn 
Korsmeyer and Barry Smith. Kolnai lists nine mate-
rial sources of disgust: putrefaction, excrement, 
bodily secretions, dirt, certain animals (especially 
insects), certain foods, human bodies, ‘exagger-
ated’ fertility, disease and deformation. How and 
why these ‘objects’ cause revulsion is harder to pin 
down, however. Korsmeyer and Smith write that 
for Kolnai:
Objects of material disgust share the impression of 
life gone bad, of flesh turning towards death, and of a 
primordial and profuse degeneration of life from the 
muck of decaying organic matter. Things that rot and 
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putrefy become the fuel for maggots and bacteria; insects in swarms 
give the impression of excessive, mindless generation, of life “sense-
less, formless, surging” (p16).5
It would not be fair to say that Kolnai only looked at mate-
rial objects that cause disgust. He also included contextual 
circumstances and sociocultural interpretations, as Korsmeyer 
and Smith point out. Yet, having said this, it is also true that 
Kolnai and many scholars after him focused mainly on concrete 
material things and beings that lead to disgust because of what 
they are. As a result, attempts to explain what disgust is and 
does remained rather static and tended to fall victim to circular 
reasoning: disgust is caused by disgusting things.
Evolutionist scholars largely followed this material perspec-
tive, which still constitutes a dominant vision in psychology, but 
added a medical reason.6–9 They look on the fear and avoidance 
of dirt as a defence mechanism against sickness and other dangers, 
and postulate a hidden rationality in the seemingly spontaneous 
disgust with dirty things and animals. Religious rules about purity 
and pollution and taboos on eating certain foods or touching 
unclean objects or persons are seen as medical prescriptions in 
disguise. Mosaic laws in the biblical texts of Deuteronomy and 
Leviticus, for example, are perceived as rules for healthy living, 
even though some of these rules do not make any medical sense 
today. The following things are najis (impure) in Islam: wine and 
other alcoholic drinks, dogs, swine, dead animals that were not 
ritually slaughtered, blood, excrement, and the milk of animals 
whose meat Muslims are not allowed to eat.10 Disgust ‘is one of 
the mechanisms crafted by natural selection to keep our distance 
from contagion’ (p22).8 Faeces, for example, is mentioned as a 
transmitter of more than 20 diseases. Other people’s breath, lice 
and rats, and sexual organs, all of which score highly for human 
disgust, are also common sources of infection.
It was against these evolutionist and materialist interpre-
tations of dirt avoidance that Mary Douglas took a stand. ‘In 
chasing dirt’, she wrote, ‘we are not governed by anxiety to 
escape disease, but are positively re- ordering our environment, 
making it conform to an idea’ (p12).11 With her famous dictum 
‘Dirt is matter out of place’, she rejected the concept of dirt as a 
fixed quality of particular objects, substances, animals or human 
beings and turned dirt into a radically contextual phenomenon. 
Absolute dirt, therefore, does not exist; it is the context that 
determines what/who is clean and what/who is dirty. Saliva in my 
mouth or caught in a handkerchief is hygienic, but when it falls 
on the table it is extremely dirty. Conversely, something that is 
generally regarded as pure, a glass of wine, becomes dirt when it 
is spilled on a dress. Douglas’s thesis is that the concepts of dirt 
and cleanliness are strong tools to establish order. They point 
out what is the appropriate place for anything in life. Although 
Douglas did not focus on the disgust emotion, her view on dirt 
has far- reaching consequences for our understanding of disgust. 
If ‘absolute dirt’ does not exist, an absolute definition of what 
elicits disgust is not possible.
Inspired by Douglas’s vision of dirt, one of us has suggested 
a more relativist understanding of the concept of ‘out of place’. 
Douglas’s emphasis on dirt’s out- of- place condition was very 
much tied to the literal (spatial) meaning of ‘place’. We want to 
add a relational dimension to this out- of- place experience. Of 
course, the strength of the disapproval of matter out of place 
is linked to the substance of the matter itself, but the place 
where the object is or the activity that takes place, the manner 
in which its presence is communicated, and the identity of the 
actor who is directly associated with the matter or activity all 
dictate the total experience.12 In this essay we focus on this last 
aspect: whose matter is it? The answer to the question ‘whose?’ 
determines the experience of disgust much more than has been 
suggested by Douglas and all other authors who have written 
about the cultural meaning of, for example, defecation and 
faeces. By adding a sociological dimension, we hope to make 
Douglas’s theory of matter out of place more true to life and 
more effective as an interpretative tool (p86).12
The strongest feelings of disgust arise in the unwelcome close 
presence of others, physically or metonymically. Shoes on a table 
may be dirty, as Douglas writes, but their presence on the table 
becomes really uncomfortable if they belong to another person 
with whom we do not want to be intimate in any way. If the 
shoes are placed right in front of me, they become a disgusting 
invasion of my personal territory; they penetrate my ‘social skin’. 
The experience of sexual harassment, the unwanted breach of 
personal and bodily integrity, causes the same revulsion, but far 
more intensely. What is most deeply felt to be out of place is what 
invades our most private domain against our will. Apparently, 
the dominant guarantor of social order (to stay with Douglas), at 
least in Western society, are the boundaries between individual 
people. Transgressing these boundaries results in undesired inti-
macy, which is the ultimate dirt. It is no surprise that sexual 
harassment is viewed as an extremely disgusting experience and 
sexual abuse as a hideous crime.
Our suggestion that concerns about personal privacy and 
integrity constitute the final and most deeply rooted source of 
disgust does not necessarily reject or disprove the earlier theories 
mentioned above, but should be added to them to make them 
more convincing and to produce a more plausible interpretation 
of sentiments of disgust surrounding defecation in contexts of 
care.
Two eThnogrAphIC observATIons
In 1999 the first author was admitted with cholera to a Ghanaian 
hospital and put on a drip. Here are a few observations from his 
diary.
Friday. In the middle of the night I wake up, my guts are about to ex-
plode. I climb out of bed, take my drip and start looking for a nurse. 
I leave a trail of greyish drops behind me. No nurse to be seen. I am 
distraught, where is the toilet? One of my roommates wakes up and 
shows me the way: there, behind that door… I flinch when I reach 
the place. The stench hits me in the face, the floor is flooded. Many 
sorts of substances are floating in the toilet bowl and a rusty bucket 
is filled with used toilet paper. Flies are buzzing in and around the 
bucket. But there is no time for hesitation. With a sigh of relief I let 
the rest of my cargo plop into the darkness down… That will happen 
about twenty times, shuffling toward the door, always with one hand 
holding the IV standard on wheels, in the other hand my dwindling 
roll of toilet paper.
Saturday. What strikes me is that the doctors and nurses are immac-
ulately dressed, especially the female doctors walking around as if 
they participate in a fashion show; no white coats but richly coloured 
robes and hung with gold jewellery. Do they know the sordid world 
behind that one door? They’ll never go there, I’m sure of that. They 
ask me: “What does your stool look like?” How do I know; in that 
dark cell one can hardly recognize anything. And how should I dis-
tinguish what is mine and what my predecessors’?
Reflecting on this experience, after being discharged some 
weeks later, he wrote:
My most intense experience was undoubtedly the confrontation with 
the ‘backstage’ of the hospital: the broken toilet, the flooded floor, 
the flies in the open bucket with used toilet paper – a source of infec-
tion in what should be a paragon of hygiene. The contrast between 
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the medical rules and the sanitary reality was overwhelming. A sec-
ond contrast – between the stylish appearance of the doctor and the 
disgusting filth of the toilet and its surroundings – may provide the 
key to the explanation of this contradiction. For doctors and nurses 
what was behind that door was an unknown world, or rather a world 
they did not want to know. In a society where health facilities are 
limited and defective, avoidance and denial are the most efficient way 
of dealing with the omnipresent dirt, not just by doctors and nurses, 
but also by policymakers and anyone who can afford it. Rational con-
siderations, based on scientific knowledge about contagion, are easily 
put aside by emotions of disgust and social discomfort. What one 
cannot resolve in the everyday reality of the hospital, one resolves by 
not thinking about it; an exercise in mental hygiene.
In 2002, the second author carried out anthropological 
research in a large public hospital in his home country of Bang-
ladesh. He took special interest in the daily mundane things of 
hospital life, including defecation and the use of toilets. In his 
hospital ethnography he wrote:
Most of the patients told me that during their stay at hospital, their 
most horrible experience was going to the toilets. Each day, more 
than one hundred patients and all of their relatives use the four toi-
lets. During the large part of the day there is no running water in the 
toilet. Many are unfamiliar with how a commode should be used. 
Moreover, there is a big bin inside the toilet enclosure where the 
patients put their leftover food and other rubbish [which] attracts the 
crows… (p64).13
Most of the patients in the orthopaedic ward are non- ambulatory; 
their traction or plasters confine them to bed. These patients have to 
use bedpans for their toilet needs. I observed that when patients def-
ecate into a bedpan, with the assistance of their relatives, the patients 
usually keep their eyes closed, probably to avoid embarrassment. Bed 
curtains are not provided. One patient told me: “See, what punish-
ment Allah has given me, now I have to defecate in front of so many 
people” (p92).13
To avoid such a state, most patients try to delay defecation as long 
as possible. A number of patients defecate only once in two or 
three days. One patient did not go to the toilet until five days after 
admission. I found that a strategy patients use to avoid needing the 
toilet is to avoid food completely, or to just eat very little… Public 
defecation and urination are not uncommon in Bangladesh. It is not 
unusual to see people in rural areas defecating on the bank of the 
river, in the city slum areas or along the side of the railway lines. 
However, defecating inside a hospital ward, surrounded so closely 
by other people, is experienced as excruciatingly embarrassing by 
patients (p93).13
Informal payment begins upon entry to the hospital. The liftman de-
mands money for taking the patients to their respective wards, the 
ward boy demands money for bringing the patients from the outdoor 
patient’s consultation room to the ward, … and cleaners demand 
money in exchange for helping the patient to go to the toilet in the 
absence of his or her relatives (p87).13
These ethnographic observations in two non- Western coun-
tries contain references to four main categories of actors 
involved in the emotional challenges that are brought about by 
defecation in the setting of hospitals and other care institutions. 
The first category are the patients, who suffer the anxiety of 
having to relieve themselves in extremely uncomfortable circum-
stances, such as awkward bedpans, dirty toilets and with a lack 
of privacy. Next are patients’ family members, who in certain 
hospitals are expected to deliver bodily care to their hospitalised 
relatives. Nurses are the third category. In most societies they are 
the professionals in charge of hygiene on the ward and whose 
task is to provide bodily care to patients. But, as we will see, in 
various societies they have delegated this unpleasant and ‘dirty’ 
task to relatives. Being overburdened with other tasks, due to 
shortage of nursing staff, may be an additional reason to leave 
the bodily care to relatives and lower staff members. Finally 
there are the cleaners and other low- ranked workers, who are 
responsible for keeping the ward and sanitary facilities clean and 
who may also get involved in helping patients go to the toilet 
as well as cleaning them. Unsurprisingly, doctors, who are not 
involved in bodily care, remain out of the picture.
pATIenT AnxIeTIes
For hospital patients there are two ways of relieving themselves: 
going to the toilet (whether accompanied by someone or not) 
or defecating on the ward, using a bedpan in the bed or a toilet 
chair (‘commode’) next to the bed.
The first option can be unpleasant and frightening if the 
facility is filthy, as described in the above observations by the two 
authors. Such conditions are fairly common in hospitals in low- 
income societies that struggle with shortages of money and qual-
ified personnel, as well as with overcrowding, bad management 
and corruption. For another example, see Tantchou’s description 
in a Cameroonian hospital:
I am at the maternity ward, which has received a new chamber pot. It 
is stainless steel, disinfects more easily than the previous ones, which 
were plastic. In the delivery room, two women are waiting. One of 
them asks for the chamber pot. Meanwhile, the other woman is ex-
amined. A few minutes later, the woman who asked for the pot calls 
for it to be removed. Her companion comes to collect it. The sink 
in the treatment room is clogged. She nevertheless empties the pot, 
rinses it and brings it back. Another woman comes to ask for the pot. 
The midwives find traces of faeces and point it out to the previous 
patient. Her companion rinses it again and brings it back. Finally, a 
midwife asks her to leave the pot in the “workroom” because “soon 
you will still need it”. I ask if there are no toilets; a nurse answers me: 
no. One trainee says there are toilets, but they are locked (p165; our 
translation from French in italics).14
Another Bangladeshi anthropologist wrote to us:
One of the things that struck me (and it strikes anyone in fact in 
a public hospital) is the amount of human faeces, urine, and other 
bodily discharge (used period pads/cloths) that are in various parts 
of the vicinity, especially the pathways between the different hos-
pital buildings, or the back of certain buildings which had turned 
into open garbage dumps. (S Siddiqui, personal communication, 18 
March 2019)
The faecal dirt found outside of the hospital is of course an 
indication of the lack of access to proper toilet facilities inside, 
for patients and their visitors.
But also in high- income countries, complaints about dirty 
hospital toilets are not uncommon, although we should take into 
account that perceptions and standards of dirty versus clean may 
vary considerably. An article in British’s The Guardian reported:
Toilets and bathrooms in NHS [National Health Service] hospitals 
have become dirtier over the past year, according to a nationwide 
survey of patients. The report casts doubt on the government’s claims 
that hospitals are becoming cleaner…. Hospitals in and around Lon-
don appeared to have a particularly low satisfaction rating on hy-
giene. Kingston Hospital in Surrey comes out worst, with 38 per cent 
of patients saying they thought the washing facilities were ‘not very, 
or not at all clean’. Specialist hospitals with fewer patients had the 
highest ratings….15
Having to relieve oneself on the ward, in the presence of other 
patients and a nurse or a relative, is much more uncomfortable, 
however, than coping with a dirty toilet. The decisive difference 
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is the lack of privacy during an action that is undertaken in the 
utmost privacy when observed in normal daily life. This lack 
of privacy may be more likely to occur in a poorly equipped 
hospital in the ‘South’ with more patients in the room and less 
physical privacy protection, but the experience of being exposed 
and deprived of privacy is probably similar in ‘Western’ contexts.
The bedridden patients in the author’s research reduced their 
intake of food to prevent the painful experience of defecating ‘in 
public’, but in Dutch hospitals the unease is no less. An acquaint-
ance (MZ) wrote to us:
My experiences with a bedpan in the hospital are limited. I always 
went straight to the toilet as soon as I was disconnected from the 
tubes and other devices. Twice I did have a humiliating experience 
however when I had caught a strange bacillus and could not leave 
the bed. The nursing staff did not come quickly with a large pot, but 
brought a small one. I could barely sit on it. The droppings leaked on 
all sides. Awful smell. I was ashamed to death. Shitting is an autono-
mous process and must be kept in your own hands.
In a follow- up message he added:
There are always multiple feelings when you burden others with the 
slurry and stench of excrements. Shame, you feel abandoned and hu-
miliated by your body, you have no control, and because of your own 
bad condition you bother others to clean up the mess. I once stood 
next to my bed, trembling clinging to an infusion stand, apologising 
extensively to a young nurse and offering to help make the bed. She 
laughed, did not thank me for my offer and said it was part of her 
job. What had happened was normal in the given situation. You are 
thus confronted with a new normal, you have to adapt to a different 
reality. It might have been preventable because the nurse had not re-
acted on my call a few times because of other concerns. But that too 
was part of the new normal. (MZ, personal communication, March 
2019)
A close friend and retired nurse reacted to this story by stating 
that she could have been that nurse. She had done this so often: 
throwing clean towels or sheets over filthy accidents without any 
hesitation. If it happened in bed, first, headrest down (so that 
the patient could not see it), then a large double towel over ‘the 
disaster’, and then quietly fixing things out of sight of the patient, 
to prevent the patient from feeling ashamed and uncomfortable. 
‘This should be a normal and automatic action for every nurse’, 
a matter of professionalism (cf Käthe Von Bose, pp155–159).16
Gerhard Nijhof, a medical sociologist who wrote about his 
experiences as a patient with cancer in a Dutch hospital and 
about his recovery at home,4 wrote to us:
I have some experience with emptying my stoma bag in bed at the 
hospital. That is much easier for me than pooping in bed; probably 
because the bag is in- between. Makes it more of a technical enter-
prise. My reaction also depends on the reaction of bystanders, nurses 
usually in the hospital. I remember one of the first days with a stoma. 
You do not yet have a feeling of ‘full’. I stood up and the whole bag 
flew off. A large puddle on the floor. Without saying anything, a 
nurse grabbed two towels and brushed things up. Within a minute it 
was as if nothing had happened. ‘Undoing’, you could say.
The situation becomes more dramatic when a patient is incon-
tinent. A good and regular bowel movement is a sign of physical 
health and indicates psychological and social well- being. The 
regularity of bowel movements, metaphorically and metonym-
ically, represents the regularity of a person’s life in a general 
sense. Pooping well symbolises control, as Rachel Lea writes.17 
Children are taught to become potty- trained as quickly as 
possible. Dutch culture is preoccupied with potty training. Not 
being toilet- trained is a serious threat to one’s social and psycho-
logical position. Those who are not are either not yet or are no 
longer complete human beings. Having no bowel control implies 
a painful form of dependence. Independence and privacy must 
be sacrificed in daily functioning. This dependency, a patient 
with paraplegia said in a television interview, is worse than being 
unable to walk.
It is not surprising that the industry has developed many tools 
to reduce the inconvenience of incontinence and other prob-
lems related to urine and faeces. These means, such as cathe-
ters, stoma bags, special diapers and toilet aids, primarily reduce 
the inconvenience for the person involved, but also alleviate the 
work of caregivers. For caregivers in the home situation, the 
incontinence of a relative can become the ‘breaking point’, the 
moment when they think they can no longer cope with their 
duties as a caregiver.
In a health institution or nursing home, staff are supposed 
to have a professional attitude towards faeces and defecating 
patients, meaning that they learn to deal with it neutrally, so 
that the patient or resident does not feel that his private self is 
being violated. However, this often does not work. Admitting a 
doctor to the most intimate parts of the body is apparently less 
painful (more technical and therefore more neutral) than having 
to accept help from and the presence of other persons when 
‘accidents’ happen.
During her research in a British hospice, Julia Lawton observed 
that bodily deterioration leading to continuous incontinence and 
extreme sensorial embarrassment became a breaking point for 
several patients. They asked to be isolated and withdrew into 
themselves. Perceiving themselves as a source of repetitive disgust 
resulted in the wish to disappear completely and be freed from 
the shame of having turned into a dirty ‘object’. Describing the 
case of a woman with the fictitious name of Deborah, Lawton 
writes:
When Deborah’s bodily deterioration escalated, I observed that she 
had suddenly become a lot more withdrawn. After she had been on 
the ward for a couple of days she started asking for the curtains to 
be drawn around her bed to give her more privacy. A day or so later 
she stopped talking altogether, unless it was really necessary (to ask 
for the commode, for example), even when her family and other 
visitors were present. Deborah spent the remaining ten days of her 
life either sleeping or staring blankly into space. She refused all food 
and drink… She [had] shut herself off in a frustrated and irreversible 
silence. Deborah was moved back into a side room and died there a 
couple of days later (p129).18
helpIng relATIves
Zaman observed that most patients on the orthopaedic ward in 
the Bangladeshi hospital had a relative with them who helped 
them in various ways.13, 19 Orthopaedic patients are generally 
bedridden, with plaster casts on their hands or legs, so they 
are very dependent on their attendants to take care of their 
bodily needs, such as going to the toilet or feeding and bathing. 
Although the nurses are supposed to do these jobs, Bangladeshi 
nurses hardly do any nursing in hospitals and are mostly engaged 
in administrative work. Without relatives, the ward would not 
be able to function, even though the nurses and doctors repeat-
edly complain that the relatives are a nuisance. Bangladesh is 
not unique in this. Worldwide in low- income countries, hospitals 
depend on family members who do most of the bodily care for 
patients, in particular the ‘dirty work’ that nurses do not like or 
are unwilling to do. Alice Street, who carried out research in a 
Papua New Guinea public hospital, wrote that:
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Due to a lack of nursing manpower in the Papua New Guinea health 
system, patients are expected to bring a ‘wasman’ with them to the 
hospital; a family member who is able to care for the patient, accom-
pany them to the toilet, wash them, and collect their food from the 
hospital kitchen at meal times. The wasman, often a child, a wife or 
a sister, will usually sleep underneath the patient’s bed.… Very occa-
sionally a cloth screen is drawn around a bed when the doctor needs 
to conduct an intimate examination, or when a wasman is unable to 
transport a patient to the toilet (p196).20
Hannah Brown observed the same phenomenon in Kagot 
hospital in Kenya. Almost all patients had someone caring for 
them full time, and patients without caregivers were said to be 
‘abandoned by their relatives’. Caregivers were almost always 
female relatives. Wives or mothers were the ideal carers for 
men. Mothers, sisters, and for older women, daughters, were 
the preferred carers for women. Brown describes their activities 
as follows:
Caregivers washed, dressed, and fed their patients and helped them 
to the toilet if they could walk to the pit latrines outside, or lifted 
a leso, a piece of multipurpose cloth, so their patient could squat 
behind it over a plastic basin. Some drugs were kept in the ward, 
but caregivers were frequently sent to buy medicines and medical 
equipment such as intravenous giving sets from the hospital phar-
macy where they sold drugs at discounted prices, or from the better 
stocked private pharmacies in the town center. If the doctor ordered 
an X- ray, usually to check for tuberculosis, it was the caregiver’s re-
sponsibility to find the wheelchair, lift the patient out of bed, and 
wheel them to the X- ray room. It was also the responsibility of the 
caregiver to find money to pay for these items (p24).21
In another Kenyan hospital, however, the staff were more 
strict in terms of allowing relatives on the ward:
They allowed some relatives to stay longer to assist weak bedridden 
patients. However, they could not stay during procedures or in the 
night after 9:00 pm. Hospital staff tended to hang back during ‘pa-
tients’ time with their visitors. …Immediate family members helped 
patients with feeding, the toilet, and general hygiene. They brought 
changes of clothes and took away dirty ones for washing. Relatives 
and friends played an important role of connecting inpatients to 
experiences outside the ward. They supplied alternative medicines, 
homemade food, and patented food supplements. Patients’ visitors 
also ran errands for them, such as buying snacks, newspapers, and 
mobile telephone airtime (p97).22
Although the recruitment of relatives as caregivers in hospi-
tals is usually regarded as a shortcoming of the hospital, Chang 
discusses the involvement of relatives in Taiwanese hospitals as 
a possible step towards improving the quality of care. Neverthe-
less, according to the author, this policy entails a hidden strategy 
to transmit the costs and burdens of care onto Taiwanese fami-
lies, who may be unable to carry that burden.23
Nowhere in the literature on relatives as hospital assistants did 
we read anything about the emotional impact on both the patient 
and the relative of the latter’s assistance during defecation by the 
patient. It seems plausible that patients would prefer to receive 
intimate bodily care from a close relative rather than from a 
professional stranger. But it is equally plausible that patients 
would prefer a neutral outsider, a nurse, with whom they do 
not have a personal relationship that may be tied up with taboos 
and feelings of mutual unease and shame, if not disgust. In fact, 
close relatives may be more undesired invaders of one’s privacy 
than unknown strangers. We looked in vain for researchers who 
explored such feelings of mutual shame and discomfort in care 
activities between relatives, and have based the above statement 
mainly on observations and conversations in our own environ-
ments. One author who discussed in more general terms why 
patients or dependent elderly people prefer outsiders to relatives 
when it comes to care activities is Klaas Van der Veen.24 He has 
argued that it is understandable that older people (in the Neth-
erlands) who want to maintain a good relationship with their 
children are keen to avoid receiving material care from them, 
ranging from cleaning the house to bodily care. They prefer to 
receive daily care from professionals who are paid for their work 
and with whom they do not have obligations of long- term reci-
procity and dependency (p62).24
nurses: ‘Angels’ or defeATIsTs
After a long period of neglect, nurses have been ‘discovered’ 
by social scientists as pivotal actors in healthcare. Nursing 
studies are now a fast- growing field in medical anthropology. 
Nursing also takes central stage when we explore emotions and 
disgust in hospital care. Yet, when it comes to ‘dirty work’ such 
as helping patients to defecate, researchers remain silent; they 
themselves seem to run away in disgust.14, 16 When Käthe Von 
Bose witnessed the mess of a patient during the morning round, 
she was more concerned about her own emotional reaction than 
with the situation and the encounter between the nurse and the 
patient (p156).16 Lory Jervis remarked:
While pollution is a ‘conventional’ topic in cultural anthropology, the 
field as a whole has directed little attention to elimination behaviour 
[note the civilised terminology]…. Even in the ethnographic liter-
ature on nursing homes, elimination is apparently a taboo subject. 
Discussion of incontinence, if it occurs at all, is generally confined 
to passing references that dramatize the suboptimal state of life and 
work in these facilities (p86).25
But there are laudable exceptions. The most extensive and 
impressive description we found of the ‘dirty work’ carried out 
by nurses is by Julia Lawton, who we cited before. She writes 
about a woman with the pseudonym of Annie in a hospice in 
southern England. Annie had cancer and in addition developed 
a rectovaginal fistula, which meant that her urine and faeces 
started coming out through the same passageway. Here is a 
lengthy quotation from her graphic ethnographic observations:
Initially, she [Annie] was sufficiently mobile to take herself inde-
pendently to the toilet and bathroom, and she remained stubbornly 
‘selfcaring’ even though she had to spend up to one hour cleaning 
herself up after using the toilet…. About ten days into her admission, 
Annie deteriorated further. Her fistula enlarged substantially and, as 
a result, every time she attempted to get out of bed and stand up, 
diarrhoea would pour straight out of her body. Consequently, Annie 
had to start using a commode on the ward rather than walking to the 
toilet…. It was around this time that Annie’s bodily degradation be-
gan to have a significant impact upon the hospice as a whole. When-
ever she used the commode on the ward, the smell would penetrate 
right through the building to the main entrance. The staff burnt aro-
matherapy oils around her bed, but, generally, these did little to mask 
the odour. The other patients complained that sometimes the smell 
made them want to vomit. Annie became increasingly anxious about 
the possibility of being discharged home. She felt that she had lost all 
her dignity. She also stressed that there would be insufficient privacy 
at home to mask the smell and her degradation from her family. At 
the multi- disciplinary team meeting to discuss her case, the Senior 
Consultant argued that it would be ‘cruel and futile’ to press for a 
discharge. None of the other staff members challenged his decision 
in spite of the economic pressures to free Annie’s bed. There was no 
further talk of discharge and Annie and her family were promised 
that she could remain in the hospice until she died.
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Throughout April, Annie continued to deteriorate. She “rotted away 
below” (as the nurses put it) and lost all control over her bowel and 
bladder functions. As a consequence, she suffered from continuous 
bouts of incontinence. It proved impossible to keep her clean and her 
sheets fresh. On several occasions when the nurses came to attend to 
her they found her covered to her shoulders in her own urine and 
excreta (p125).18
This sad and touching story goes on with a focus on Annie’s 
adamant fight and the problems she caused to the entire hospice 
and the other patients, but the heroic role of the nurses is almost 
taken for granted. They supported Annie until the very bitter 
end, in spite of the unbearable assault on their senses. It is simply 
part of their work, as the nurse who was cleaning MZ’s mess 
stated (cf the earlier quote from a Dutch hospital).
Johannes Van Dijk describes the case of an elderly man in 
a care centre for people with dementia in northern Germany, 
particularly how the nurses tried, and failed, to help him.
Franz Müller (pseudonym), 84 years old, wakes up at 8:00 am, is 
taken on foot to the toilet by two people, helped with body care and 
dressing, and then escorted to the living- dining room for breakfast. 
He eats muesli like at home, and drinks coffee. At home he was then 
taken to the toilet, because he felt an urge to discharge stimulated 
by the cereal or coffee. On the toilet then came for several years 
relatively quickly a “spontaneous well- formed” stool (p23; our trans-
lation).26
It is not difficult to guess how this story continues. After his 
breakfast at the care centre, Mr Müller wanted to go to the 
toilet, but the nurse told him that he had just been there and had 
to wait a few hours before it was his turn again. He asked again 
and then a third time to be taken to the toilet, but in vain and 
he gave up. When it was his turn again, he no longer felt any 
pressure, and this lasted for 2 days.
Another, somewhat similar, example from a Dutch home for 
elderly persons with dementia shows how defecation is inter-
twined not only with daily routines but also with shame.
In the beginning, people with dementia are embarrassed when they 
are incontinent and when the carers change them. That can also be a 
reason not to dare to ask where the toilet is, or to say that they don’t 
have to go there. They feel that their dignity is at stake… Later they 
look for a quiet place to relieve themselves. The carers then find it 
in a corner of the room, in a bedside table, in a waste basket or in a 
water glass (p96; our translation).27
Nurses often claim that during their training, little or no atten-
tion is given to the social and emotional complexities of dealing 
with dirty substances on the ward. A student nurse in a Ghanaian 
hospital told Christine Böhmig after giving a patient a bed bath:
I have never before changed diapers, not even with a baby. I did not 
even know how to open them. Today was my first time of doing such 
a bath… It is a shock to do it. On all other wards, nobody needed to 
be assisted in washing. We just learned about all that in the demon-
stration rooms in our school; our training is very theoretical. I am 
exhausted (p136).28
In another conversation that Böhmig had with some nurses in 
the same hospital, their ambivalent attitude to bodily care was 
revealed. One nurse said: “We are not enough so we ask the 
relatives to wash them. We talk to them and explain all to them. 
Only the seriously ill ones are exclusively washed by us.” But 
as a senior nurse stated, “Relatives just wash, they don’t know 
what to look for. The patients are under our care. The private 
parts and oral hygiene, the relatives do not do it, so we have to 
do it. It is our responsibility.” In reality, Böhmig observed, it was 
mainly the nursing students and care assistants who were asked 
to wash bedridden women. This bath could take up to half an 
hour, especially if the woman was incontinent, had soiled herself 
and needed to be washed extra carefully (pp135–136).28 This 
‘dirty work’ seemed to be relegated to the lower staff.
A retired Dutch nurse criticised her colleagues for avoiding 
to look under the sheets in order not to be confronted with 
possible dirt and the unpleasant obligation to clean the patient 
and change the bedding. An unlucky colleague would then find 
the mess and would have to do the unpleasant job. Defecation 
(euphemised as ‘def ’) could thus become a sensitive and divisive 
issue in team relations among nurses. A Dutch handbook for 
nurses provides the following instruction on how to deal with 
human dirt:
When dealing with, for example, the feelings of shame of a patient, 
the feelings of the nurse play an important role as well…. Everyone, 
including the patient, finds excretion products dirty. Moreover, the 
patient finds it very unpleasant to have to saddle someone else with 
the care of his excretion. It is important that you are aware of your 
own feelings regarding the excretion of the other…. You will certain-
ly get a question like: “Don’t you find this annoying or dirty?” It is 
unreal to claim that it is fun work or only to answer that “… it is just 
part of my work”. It is also wrong to saddle the patient with a sense 
of guilt or shame. Show the patient that you understand that he finds 
it annoying to burden you with chores for his excretion. A remark 
along the lines of: “It is not the nicest thing in my work, but it is nice 
that I can help you with this until you can do it yourself again”, seems 
appropriate and honest (p207; our translation).29
This instruction confirms what we mentioned before: it may 
terribly be embarrassing from a patient’s point of view to defe-
cate in a bedpan or—worse—soil the sheets, but nurses ‘expect’ 
such accidents from patients with certain conditions, and 
cleaning them in a neutral and efficient manner is a proof of 
their professionalism.
An Australian guide for patients provides a list of suggestions 
for how patients can prepare themselves for the sometimes 
uncomfortable situation surrounding going to the toilet in a 
hospital. Below are a few examples:
Many people are worried about how they will reach the toilet after a 
surgical procedure, or how they will use a bed pan if they have to re-
main in bed. Hospital staff deal with this concern every day. They are 
professional, empathetic and supportive, and you will find that they 
will support you in your bathroom habits without making you feel 
embarrassed. If you have concerns, ask the nursing staff when you 
arrive about what will happen when you need to go to the toilet….
It is best to get up and use the toilet (rather than a bedpan) if you can. 
Sitting on the toilet makes it easier to empty your bladder or bowel. 
However, if you can’t move very much, there are a number of toilet-
ing aids available in hospitals.30
Because of their direct contact with dirt, in countries such as 
India, Yemen and Saudi Arabia, nurses are sometimes seen as 
belonging to a lower class. Nair and Healey write that the work 
of nurses in India, because of their involvement in cleaning and 
bathing sick and diseased bodies, is compared with the menial 
jobs of the ‘lower’ castes.31 But in Western countries as well, 
nurses are sometimes associated with dirty work. According to 
Olwig, Caribbean nurses who came to the UK after the Second 
World War faced double discrimination: as immigrants and as 
nurses doing the dirtiest jobs.32 But, as Robert McMurray argues, 
the dirtiness of nurses’ work is also a ‘potential source of pride, 
service and care’ (p142).33 Furthermore, the position of nurses 
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in most Middle Eastern countries has improved and gained some 
status more recently, as a nursing diploma can now deliver a 
ticket for a job in the USA and other Western countries.34
Jocalyn Lawler, herself a nurse and anthropologist, has called 
nursing a ‘social entity’ more than anything else. Looking back 
on her research among nurses regarding bodily work, she 
concludes in her preface: ‘This research has left me with a very 
profound and new respect for nurses. I have become deeply 
impressed with the extent of their sensitivity to the experiences 
of their patients’ (p2).35
IndIspensAble CleAners
Our overview of the actors involved in helping dependent 
patients to relieve themselves in hospitals or other care institu-
tions would not be complete without briefly mentioning support 
workers like cleaners and ‘wardboys’. Zaman, in his Bangla-
deshi hospital ethnography, describes wardboys and gatemen 
as low- ranked but indispensable workers in the hospital.13 As 
informal brokers they fill the gaps in care, communication and 
logistics between patients and their relatives on the one side and 
nurses and doctors on the other.13, 36 Patients and their relatives 
pay them for their services. One of their services is helping a 
patient to the toilet if there is no relative around or assisting 
the patient while defecating in or next to the bed. We assume 
that informal workers in hospitals elsewhere in the region render 
the same service. It is also necessary, however, to point out that 
the cleaners of the Bangladeshi hospital particularly highlighted 
extreme resource constraints as a cause of the failure to maintain 
cleanliness in the hospitals. As one cleaner commented:
Hundreds of visitors come to the ward. They throw everything on 
the floor. We are the only ones on duty in the morning and in the 
evening. It is a huge task to sweep this big ward alone. We also cannot 
keep the toilet clean. Sometimes I find it difficult to enter into the 
toilet. I wash it once in the morning. But how is it possible to keep it 
clean? So many people use it throughout the day. Sometimes there is 
no water. For the last 15 days there has been no bleaching powder, 
soap, or Fenyle [an antiseptic solution]. I told the nurses and doctors, 
but I am still waiting for the materials. How can I do my job prop-
erly? (p134).13
ConCludIng remArks
Reading through this collection of personal experiences and 
ethnographic observations surrounding defecation in hospitals 
and other institutions of care, one does not immediately think of 
aesthetics and sweet sentiments. Disgust and its suppression are 
the foremost emotions that seem to be at play in such situations. 
The professionals and relatives who assist patients in need of help 
while defecating are aware that they are invading the patient’s 
privacy, when that privacy is normally most strictly observed. 
Their approach in such a situation requires exceptional tact and 
the control of negative sensory emotions, to reassure the patient 
that they have no other intention than to help. They ‘have to 
find a balance between preserving their and others’ dignity on 
the one hand, and intimacy on the other hand’ (p207).37
Apart from their awareness that they are intruding into the 
patient’s most intimate space of privacy, nurses and caregiving 
relatives also experience an intrusion of their own privacy, as 
they are forced to experience bodily intimacy with the patient. 
The encounter requires a delicate balancing act from both actors, 
in which mutual respect and personal integrity are at stake.38 
The successful management of this combination of physical dirt, 
control of disgust and breach of privacy can take several paths, 
usually a tactful performance of neutrality: letting the hands do 
while the mind tries to be somewhere else.
But handling the dirty bodily substances of a sick person 
can also become a ‘beautiful’ thing, an act of love and positive 
emotion. ‘Beautiful shit’, if you like. Three instances come to 
mind. During an interactive lecture on dirt and defecation to 
an international group of students (in which both authors were 
involved), we noticed that one person was not taking part in the 
discussion and seemed very emotional to the point of crying. We 
asked her why she was crying and she explained that 3 months 
ago her husband had died after a long and painful sickness 
during which he had been bedridden. Throughout the period 
of his sickness, she had cared for him. Cleaning him, she said, 
had been her dearest act of showing him her love. The day’s 
discussion about defecation had brought back these precious 
memories.
The second example is taken from Philip Roth’s novel ‘Patri-
mony’ about Roth’s relationship with his father.39 It is a moving 
story about his father’s fight against a fatal brain tumour. Roth 
describes how he came closer to his father in the last months 
of his life, in which his father had to gradually surrender his 
charms and bravado. ‘Patrimony’ is what the father gives to his 
son when he dies.
In the novel, Roth constantly talks about things his father 
wants to give him. But this collection of utensils and other 
objects is not the heritage that Roth is referring to in the title of 
his autobiographic novel, no matter how symbolic they may be 
for passing on life. Roth does not use the word ‘patrimony’ until 
he finds his father in the bathroom, confused after he has let his 
stool run. Everything is covered with shit, the floor, the shower, 
the bath mat, his clothes spread across the floor, even the tooth-
brush. Roth reassures him, comforts him, cleans up the mess and 
helps him in the shower. The ‘patrimony’ is the intimacy between 
father and son which had slowly been lost over the course of a 
lifetime—growing up is growing distant—but which was made 
possible again when the son cleaned up his father’s dirt in the 
face of impending death. Roth’s description reminded Zaman of 
a similar experience with his own dying father:
Once I was changing the diaper and cleaning the private parts of my 
bedridden father. I asked if it was embarrassing for him that I was 
doing this. He smiled and told me, “Not at all, rather I think I have 
given you this precious opportunity to care for me.”
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